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Response to comment on: Evaluation of retinal nerve fiber layer thickness after optic canal decompression
Sir, In reply to the Letter to the Editor titled "Evaluation of retinal nerve fiber layer thickness after optic canal decompression," [1] we would like to thank you for your keen interest in our article titled as "Navigation-guided optic canal decompression for traumatic optic neuropathy: Two case reports." [2] However, we feel that it would be misleading to read this article as "Evaluation of retinal nerve fiber layer thickness after optic canal decompression," since the original article solely emphasized the role of newly introduced and infrequently used navigation guided technology in the management of traumatic optic neuropathy (TON) by trans-caruncular orbital approach. In case one, it is erroneous to presume that retinal nerve fibre layer (RNFL) damage was more significant as compared to case 2 and also that the RNFL improvement would not be much after the surgery. Both the cases had different type of etiopathologenesis (case 1 direct TON and case 2 indirect TON) and different time of presentation and so cannot be compared in terms of outcome. We agree with the fact that maximum RNFL reduction occurs by 6 weeks but it does not guarantee that the intervention beyond 6 weeks will not result in improvement in RNFL. In fact, the optic chiasm decompression study by Moon et al. [3] found that average RNFL thickness improved significantly at 6 months compared to that seen at 3 months, from 74.78 ± 2.92 to 76.89 ± 4.02 µm in nine patients (P = 0.030) after intervention. Furthermore, in case 2, average RNFL thickness at day 6 was 90 µm which is comparable to study by Hur et al. [4] with average RNFL thickness of 95.03 ± 5.93 µm at second week after trauma. It is also noteworthy that RNFL thickness reduced sequentially over the 6 months to 50.61 ± 5.99 µm in their study.
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There are no conflicts of interest. In our case, the average RNFL thickness has only reduced from 90 to 84 µm following intervention, which is quite less comparable to the study by Hur et al. [4] (95.03 to 50.61 mm); however, there appeared to be a quadrantic improvement in the inferior nasal quadrant (preoperative 6-9 and postoperative 71) in Case 2.
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As multiple factors can affect the signal strength of optical coherence tomography (OCT) scans in TON with absent light perception, so repeat OCT scans had been taken preoperatively to overcome the artifacts and the best possible has been taken for consideration.
The interpretation of the changes in the RNFL thickness during the natural course of the disease or improvement in the thickness after intervention in TON is quite complex and rarely explored area. Long-term randomized trials aiming at RNFL or ganglionic cell layer changes following intervention would probably expand our knowledge for the management of TON.
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Nil. panophthalmitis in a serology-2 positive case of dengue hemorrhagic fever Sir, We read with interest the article titled "Culture-positive unilateral panophthalmitis in a serology-2 positive case of dengue hemorrhagic fever" by Kamal et al. [1] The authors have reported a case of Bacillus cereus panophthalmitis in a setting of dengue hemorrhagic fever with a history of having received intravenous colloids, antibiotics, and platelet transfusions. They have suggested that a secondary endogenous endophthalmitis by B. cereus led to panophthalmitis due to dengue-induced septicemia and not dengue virus per se.
However, we think that this could be a case of endogenous endophthalmitis caused by B. cereus secondary to a possible breach in the sterility of various consumables used at the time of intravenous administrations during the stay in the hospital. On review of the literature, there have been case reports of endogenous panophthalmitis caused by B. cereus resulting from various causes such as-intravenous medications by Bouza et al. [2] and Sriram et al., [3] intravenous drugs by Kumar et al., [4] and contamination of hospital linens and catheter infection by Sasahara et al. [5] The pathogenesis involves bacteremia and lodging of emboli in the retinal arterioles which then invade the vitreous and the anterior segment leading to panophthalmitis.
In India, we are not sure of the sterility of the needles used for intravenous medications, especially in rural settings. It would be interesting to know the sterility protocol followed for this patient during his hospital stay, level of medical care provided, and socioeconomic status of the patient. We would also like to know the blood culture reports of the patient and the culture of various consumables including solutions used for intravenous administrations.
We hereby suggest a differential diagnosis for this patient where the panophthalmitis due to B. cereus could be secondary to endogenous endophthalmitis resulting from a hospital-acquired infection other than dengue-induced septicemia.
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